Risk factors for HIV infection overlooked in routine antenatal care
We would like to concur with the notion of Hawken and colleagues (November 1995 JRSM, pp 634-636) in that it is time to adopt a more catholic approach with regard to voluntary screening of blood for HIV of women undergoing antenatal care. The findings from their study also lend credence to the often cited, but poorly documented view, that the standard history taken in the clinicwill, in many casesand for many reasons, fail to elicit accurate data. The latter has clear implications for the determination of epidemiological risk factors for HIV infection in this important patient groupl.
Unlike the economic arguments often used to discredit screening for congenital toxoplasmosis in the UK, we feel that there is clearly benefit in pursuing the suggestions of Hawken et al., as there is increasing evidence to support the use of therapy to the mother and baby", and the need to discuss the role of breast feeding l and how the delivery will be managed 2 .
Many individuals from very varying backgrounds are reluctant to discuss their sexual habits or those of their partner, especially during a routine interview. Even if they themselves are completely candid with the interviewer, partners may not have been so with the interviewee. Many will have lifestyles which put them at risk of HIV infection, including 'recreational' drug use, but they are unlikely to reveal this during compilation of a routine clinical interview.
Caroline Guiness, who campaigned relentlessly for more attention to be provided for the needs of HIV infected women added a further more basic point: 'They're (doctors) doing all this intricate research, with these endless tests, and people aren't telling the truth'". With this statement defining an untoward aspect of human nature, we should like to once again lend our support to the conclusions of Hawken 
Unexplained illness
We agree with Radcliffeet al. (December 1995 JRSM, pp 678-679) that there is a tendency within the medical profession to dismiss a patient's reality if it does not fit in with medical knowledge. We believe that it is very important in all consultations to take the patient's symptoms seriously: the patient is clearly presenting to the doctor with a problem even if it falls outside the doctor's area of expertise and should never be dismissed as having nothing wrong with them 1,2.
We also agree that psychiatric diagnoses are not, with the exception of post traumatic stress disorder, made on aetiological grounds: they are rather operational concepts that have proved useful, particularly in giving valid information on prognosis and treatment. Radcliffe and colleagues might argue that depression or anxiety disorders arise secondary to a disorder provoked by an environmental agent, but our point is that what is most important is that these psychological problems respond well to treatment largely irrespective of the initial trigger.
This observation leads us to our principle objection to the thesis proposed by Radcliffe and colleagues. When working with patients with multiple symptoms and long durations, our biopsychosocial perspective emphasizes that what starts a disorder may not be what perpetuates it. In those conditions that lie in the area between medicine and psychiatry, be it multiple chemical sensitivity, chronic pain or chronic fatigue syndrome, the evidence to date supports a model that treating perpetuating factors (such as depression, activity avoidance, anxiety, sleep disturbance, and many others) is usually more successful than treating any presumed trigger factor, such as virus or trauma. Recent publications have highlighted the use of taking a multidimensional approach to these patients. Psychological factors such as mood and anxiety are important, but perhaps even more important are the cognitive, interpersonal and behavioural responses". Furthermore, treating patients using interventions derived from these empirical observations appears safe and cost effective".
